In this issue of Cancer, Meester et al 1 have predicted that approximately 280,000 new cases of colorectal cancer (CRC) and 200,000 CRC deaths could be averted by 2030 if CRC screening rates increased from the current National Health Interview Survey rate of 58% (self-reported) to 80% by 2018. From a public health perspective, the impact of such an increase would no doubt be large: 16,500 fewer cases of CRC per year (a 12% reduction in the number of cases) and 12,000 fewer deaths from CRC per year (a 24% reduction in the number of deaths). 2 The bigger question is how do we, as a nation, reach 80% adherence to CRC screening? Current self-reported CRC screening rates in the National Health Interview Survey are at 58%. 3 This is self-reported, however, and true screening rates are most likely <50% for adults aged ≥50 years. 4 Therefore, one challenge is ensuring accurate, via medical record, accounting of real, state-of-the art CRC screening. A consistent national standard of what constitutes state-of-the-art CRC screening needs to be clarified to physicians, patients, and insurers. 5 Colonoscopy is the most preferred method of screening, because any polyps found can easily be removed in the same procedure, and the entire colon is visualized. 6 Colonoscopy has been validated in a randomized trial to have a mortality benefit. 7 However, not everyone can tolerate a colonoscopy, has access to colonoscopy services, or can afford any copayments. Thus, other modalities (eg, fecal occult blood test, fecal immunochemical test, and flexible sigmoidoscopy) can also be of benefit, and their efficacy has also been established in randomized controlled trials. [8] [9] [10] [11] Guidelines established by the American College of Physicians regarding the suggested frequency by risk status should be followed. 5 Furthermore, study after study has shown that the number one reason patients receive CRC screening is because their physician recommended the test. 12 Physicians must recommend the test to all eligible patients and provide follow-up to ensure the recommendation was followed. This is easier in some practice settings than others; for example, large integrated Finally, underserved populations need special attention to ensure that disparities in screening, incidence, and mortality do not increase. Historically, when newer technologies are introduced, the more affluent part of society tends to benefit more from the effects of this technology. This was true for breast cancer treatment 19 as well as access to state-of-the-art chemotherapy drugs. 20 Thus, strategies should be introduced to address CRC disparities at the start. The Patient Protection and Affordable Care Act will help to reduce some disparities in access, but just signing individuals up for a health plan will not ensure that they receive proper and timely screening examinations.
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The best way to reach the goal of 80% adherence to CRC screening is through a large (statebased or national) multilevel initiative that includes policy makers, community organizations, and payors, as well as health care organizations, health care practitioners, and the public. The Delaware Experiment has documented the success of such an initiative at the state level, not only increasing CRC screening rates from 57% in 2002 to 74% in 2009, but also eliminating disparities in screening, incidence, mortality, and late stage of disease, 21 while decreasing health care costs. Delaware has shown the way toward realizing this increase in CRC screening and eliminating black-white disparities in CRC outcomes. The challenge is to convince other states and the United States as a whole to adopt Delaware's strategy.
We offer the challenge-who will accept?
